WRITE PLAINLY—USING UNFADING BLACK INK—MARKE A PERMANENT RECORD

FEDERAL SECURITY AGENCY
Natioaal Office of Vlml Statistics

HLES APR 27 jo48

MISSOURI DIVISION OF HEALTH 11:}69

STANDARD CERTIFICATE OF DEATH State Fije No...

Registration District Na... Primary Registration District No;..ie’00 ....... ) ) Registrar’s No... L‘q-...
1. PLACE OF DEATH: . 2. USUAL RESIDENCE OF DECEASED: '\‘-,_’J_“ :
(@) County AQBIE o @ saeMissouri . ) County.... 2ABLT 4.

(B} City of t0WHwur i srieas KirKSVJ 1.18 ......................................

(If outslde clty or town lmits, wrlte
(¢} Name oflios ital or ipstitutiop:
anent

“RURAL'’ and pame of townshin)

1.0, dosnltal

(If not in howpital or institution, write street number or location)

(¢) City or town Kirksville

"""" {1f ‘outside clty of town lmits, write  RORAL" )

2
(d) Street No 716 E‘. Pierce 3

(IF raral, gve loostlon)

{d) Length of stay: In hospital or institUtion. .. e s e fo) 4
Life (Bpoclty whether (| (g} Citizen of fOTEIER COURITY Pornivinricssomr s serssrnsarsseres sessssensssersmssrssse (YesorNo)
In thiz COMMUIILY e AR S e ot s s e Ty e e
years, months or days) If yes, name COUNntry. ... e

3t PRINT Robert Otho Yowell

3. (b) If veteran,

name war

M ) 5. Color or, ~ 6.

4, Sex,.. TALE s rmaaians

6. (b) Name of husband or wife......cceccicinnis. 6,

7. Birth date of deceased......

{a) Smgle, w}t‘if\\cd married,

div orccdrr:L e

(c) Ageof husbénd or wife if

10, T 5. SRR ears
251893
(ay) (Yenr)

.. 8. AGE: Years Months Days

56 | 1 14

If less than one day

br. min,

9. Birtbplace Adair. County

Missonri.. 2.

(City, town, or eounty}

10. Usual occupation.... Manager., Brodncers. Creanel

11. Industry or business....

(State or foreign counbtr ]

i

—r,
p—
[T

{City, town, or county)

. (a) Informant Mrs Tdna Vowell

E{m Name.... AENTY. Lo . Youell ..

E 13. Birthplace oI . Ken‘%}i?kyi ............. 1/’
WL, ¢ or foreign couniry

£ | 14, Maiden name.. Yllzageﬁh B armeT e

» Birthplaceu i mimessssemztosns pensaares, KentuCkY/

(state or forelen couniry)

16. (@)} Informant.. i o e o T e e L T T T e e e
) Address.....Kirksyille, Missouri

17. (a) . Bul'lqal. ...................... (b) Date thereof.....T /11/1‘.8

- (Bm-l:l “cremation, or removal) . Montm (Day) (Year}

(c) '.huaal or 0T e i
—
18. (a) Sigidture uf’ﬂm iau—ec:rDee

s N
(b) Address... _Kirksviile i flssou i,

. @ .3 9~ "1‘:6 ® . NG

(Tate recetred local registra

(Benstmr s ngnntnzf!L '''''

. MEDICAL CERTIFICATION
20. DATE OF DEA Month ABEI Lo day 2

YEATonrre L 9 8 hour 6 : 00

21. I hereby certify that I attended phe deceasedy froMu.. oy o )
[ hasat-. 29... O W Y

that I last saw h. Mwe on 6" 1 , 198

and that death occurred’on the date and hour sfyted above. Duration

FHYSICIAN

Major findings: . —
Of aperations. .90 e, AW WLy
Dnderlme
w the cause of
whlch death
O AULODSY coererrtrrneaerisie s sarer s st smreseanrabesd should be
charged sta-
. tistically.
22, Tf desth was due to exttrnal causes, fill in the following:

(a) Accident, suicide, of bomicide (specify)

(&) Date of occurrence....

{¢) Where did injury occur?

TICHF or town) “(Countyy (Stazer
{d) Did injury oceur in or about home, on farm, in industrial place, in public

........................... _ 22

ify trpe of place}
" (e} Meangpf injury

PIBCET e irerericcneane
&1

Oqghi[e%.. .
23. Signature! W .......

Address...lmm...

Jefferson City Printing Co.

(Licensed Enbalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER oe ” ghed -~
ve!

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
Registered Apprentice No. 222

Jack L..Dooley

working under my personal supervision.

Licensed Embalmer No L{'181
Kirksviile, Mo,

P. O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revocation of license,}
If this body is not embalmed, fact should be so stated above




